Background/aims Chronic hepatitis B (CHB) infection is a serious public health problem due to its potential liver disease sequelae and highly expensive medical costs such as the need for liver transplantation. The aim of this study was to quantify the burden of active CHB in terms of mortality and morbidity, the eligibility of antiviral treatment and to assess various treatment scenarios and possible salvage combinations for cost-effectiveness. Methods A population cohort from a large data base of chronic hepatitis B patients was constructed and stratified according to 10-year age groups, the prevalence of HBsAg, HBV DNA level, ALT level, HBeAg status and the presence of cirrhosis. An age-specific Markov model for disease progression and cost-effectiveness analysis was constructed and calibrated for the specific population setting. Results Of about 3.2 million estimated HBsAg carriers, 25 % are eligible for treatment. If the active cohort remains untreated, 31 % will die due to liver related complications. Within a 20-year period, 11 % will have developed decompensated cirrhosis, 12 % liver cancer and 6 % will need liver transplantation. Quality adjusted life years (QALYs) for the no treatment scenario ranged from 9.3 to 14.0. For scenarios with antiviral treatment, QALYs ranged from 9.9 to 14.5 for lamivudine, 13.0-17.5 for salvage therapy, and 16.6-19.0 for the third generation drugs entecavir and tenofovir. Conclusion In a country with considerable amount of active CHB patients, monotherapy with a highly potent third generation drug has the most health-gain, and is costeffective in both HBeAg-positive and negative in all stages of liver disease.
from sequelae related to CHB which includes cirrhosis development, decompensation and hepatocellular carcinoma [1] .
Antiviral therapy is the only option to control and prevent progression of disease in chronic patients. The indications are generally the same for HBeAg-positive and negative patients. These are based mainly on the combination of three criteria: serum HBV DNA and ALT levels, and the stage of liver disease [2] .
The course from infection exposure to the development of complications related to CHB infection may span multiple decades. Once diagnosed, treatment may modify the natural course for the better. The American and European guidelines on treatment of chronic hepatitis B recommend treatment with pegylated interferon or the nucleos(t)ide analogs (NA) entecavir or tenofovir [2, 3] . The latter two NAs are preferred over other NAs because of their antiviral potency and a high genetic barrier to resistance. However, treatment options need to be balanced in resource constraint settings. It should be of global concern that resource limitations are especially evident where hepatitis B is endemic or hyperendemic such as in the Far East or in SubSaharan Africa [4, 5] . The consequences and costs of treatment strategies may help in contributing to the buildup of health strategies. Based on its GNI (gross national income) per capita, every economy is classified as low income, middle income (subdivided into lower middle and upper middle), or high income, according to the World Bank. The GNI per capita for Turkey is $ 9,500, which classifies Turkey as an upper middle income country. To support national health authorities policy making in longterm chronic hepatitis B treatment, we assessed the impact of treatment in preventing adverse outcomes of CHB infection, and the cost-effectiveness of various treatment strategies. For these goals, Turkey was used and investigated as an example median endemic country.
Methods

Cohort definition
A population cohort of CHB patients was constructed from a recent meta-analysis of age-and region-specific hepatitis B surface antigen (HBsAg) prevalence in Turkey [6] . We projected these age-stratified HBsAg prevalence from the meta-analysis to the total age-specific Turkish population numbers, which was a total of 71.5 million in 2009 [7] .
The HBsAg positive cohort was first divided into two groups, active and inactive CHB, based on hepatitis B e-antigen status, HBV DNA level, and serum alanine aminotransferase (ALT) level. The age-specific distributions of these factors were derived from a newly constructed patient database of the gastroenterology departments of the University of Ankara, and a state hospital in Ankara (Turkiye Yuksek Ihtisas Hastanesi) with 1,453 newly diagnosed CHB patients. Both of these hospital departments receive patients from around the country, which supposedly means that the constructed patient data is heterogeneous. In Turkey, almost all CHB cases are detected at the hospital, of which some patients are coincidentally detected during other medical procedures. The differentiation of active and inactive CHB is essential since progression of the disease is different in these two groups. Patients with high HBV DNA levels HBV DNA C10 4 copies/mL and elevated ALT ([2 9 ULN) have potentially progressive liver disease and are candidates for HBV antiviral therapy [2] , while those with low or undetectable HBV DNA and normal ALT levels usually are inactive HBsAg carriers with a low risk of disease progression. Lastly, we classified the active CHB patients into four categories, namely HBeAg (?) and HBeAg (-) CHB with or without cirrhosis, respectively, using age groupspecific proportions from large HBeAg-positive and HBeAg-negative clinical trials [8, 9] .
Model and clinical probability estimates
We evaluated the cohort of treatment-naïve active CHB patients for mortality, morbidity, impact of treatment and cost-effectiveness of various treatment strategies for a follow-up time of 20 years, thus the cycle length was 21, and the half cycle correction was applied with the TreeAge Pro 2009 software (TreeAge Software, Inc., MA, USA). The model uses annual probabilities of transition from CHB to virologic response, and of progression to cirrhosis, decompensated liver disease or hepatocellular carcinoma, liver transplantation, and finally death. The natural history and treatment related annual probabilities are obtained mostly from systematic reviews (Tables 1, 2) . Other causes of death not related to liver disease are included in the model, as age-specific mortality rates derived from the Turkish statistics institute [7] . The probabilities of receiving a liver transplant were calculated based on personal communications with six major liver transplantation centres distributed throughout Turkey. We received reports that included annual numbers of liver transplants due to HBV related decompensated cirrhosis and HCC. From these figures, we calculated that there are annually around 500 liver transplantations performed in Turkey, of which about 150 are for HBV alone (no coinfections included). Out of these 150 liver transplantations, 120 are due to decompensated cirrhosis, and 30 to HCC. This corresponds to an annual probability of receiving a liver transplant for decompensated cirrhosis of 24 and 6 % for HCC.
Scenario analysis
The following treatment options used by clinicians in Turkey were analyzed:
Natural History (no antiviral treatment) scenario: In this scenario, which is the base case scenario, active CHB patients progress according to the natural history, following annual rates of progression derived from systematic reviews (Table 1) . Since the disease progression rates differ among European and Asian cohort studies [11] , we only implemented in the model the annual progression rates derived from European cohort studies. We assumed that patients were followed clinically but did not receive antiviral therapy for CHB. Patients followed the natural history according to their HBeAg and disease status (with or without cirrhosis). Resolution was defined as seroconversion to anti-HBe in HBeAg positive patients, and as persistent HBV DNA suppression and ALT normalization in HBeAg negative patients. We assumed that all patients received regular ongoing care once complications occur.
Lamivudine monotherapy scenario: In this scenario, patients received 100 mg orally once daily with the first licensed antiviral HBV drug that is associated with a high incidence of resistance [24] . Such monotherapy is still being practiced in many countries with limited resources [5, 37] . We defined sustained virological response (SVR) in HBeAg positive patients as HBe-antigen loss and development of antibodies against HBeAg (anti-HBe).
Entecavir monotherapy scenario: Patients in this strategy received 0.5 mg entacavir once daily [38, 39] . The treatment related probability estimates are shown in Table 2 .
Tenofovir monotherapy scenario: In this scenario patients received 300 mg of tenofovir for a continuum of 20 years. The annual probability of resistance in this scenario was 0 % for the first and second years of treatment.
Adefovir salvage scenario: In this scenario, patients initially receive lamivudine. Once resistance occurs, patients are salvaged add-on by add-on adefovir. Patients without resistance continued to receive lamivudine.
Tenofovir salvage scenario: In this more up-to-date scenario, patients who have developed resistance during lamivudine therapy are switched to treatment with tenofovir [31] .
Pegylated Interferon, followed by tenofovir scenario: In this scenario patients receive 180 mcg/mL of pegylated interferon once a week subcutaneously, for 48 weeks. If the patients do not respond or relapse, they start tenofovir in the following year. The annual transition rates for SVR after 72 weeks of Peg-IFN was 30 % for HBeAg-positive and 20 % for HBeAg-negative patients [32] [33] [34] 40] . The withdrawal rate was 2 and 5 % for HBeAg-positive and negative patients, respectively [35] .
Roadmap concept scenario: In this scenario we applied the 'roadmap concept' [41] to the sub-group of CHB noncirrhotic HBeAg-negative cases treated with lamivudine, due to its low price, which continues to be widely used in HBV endemic areas. Patients with HBV DNA levels \10 7 copies/mL start therapy with lamivudine; after 7.9 7.9 7.9 7.9 7.9 7.9 7.9 7.9 7.9 7. [18] c Estimates calculated by the author, based on the assumption that the natural progression rates of chronic hepatitis B are reduced by antiviral therapy.
Estimates derived from natural history estimate similar to Kanwal's assumption of no progression of disease in HBeAg seroconversion, we assume no progression of disease in case HBV DNA is undetectable by PCR. In the papers from Chang and Lai full suppression of HBV DNA was observed in 80 % with a high resistance profile drug, and 90 % with a low resistance profile drug. We took these percentages for our calculations. Refs. [16, 17] d Estimates for Lamivudine resistance from Lai et al. [19] and Moskovitz et al. [20] e Adefovir salvage resistance estimates from Lee et al. [21] , Chen et al. [22] and Yeon et al. [23] f Estimates based on reduction of progression rates by nucleoside analogue therapy of 50 % Ref. [24] g The probabilities of receiving a liver transplantation for decompensated cirrhosis and hepatocellular carcinoma were calculated on the basis of data from six major transplant centres in Turkey h Estimates for entecavir resistance from Colonno et al. [18, 25] and Tenney et al. [26] i Tenofovir monotherapy estimates Ref. [27] j Tenofovir salvage scenario estimates from van Bommel et al. [28] , Sarin et al. [29] , van Bommel et al. [30] and Reijnders et al. [31] 24 weeks virologic response on treatment is assessed. If HBV DNA is undetectable (50 UI/mL, 300 copies/mL), patients continue their treatment with lamivudine until resistance or virologic breakthrough occurs, after which patients are switched to tenofovir. However, if HBV DNA is above 300 copies/mL at 24 weeks, lamivudine is switched to tenefovir monotherapy already at week 24. 71 % of patients are expected to become HBV DNA negative at week 24 of treatment [42] . Annual resistance rate in these patients on lamivudine treatment is 2 % [43, 44] . Annual rate of HBV DNA relapse is 8.2 % (28 % at 4 years) [44] .
Model assumptions
An assumption was that HBeAg-positive non-cirrhotic patients stop treatment after receiving one year consolidation treatment after HBeAg seroconversion and achieving undetectable HBV DNA levels [2] , while HBeAg-negative patients continue treatment [38] for the follow-up period of 20 years. Also, our model assumes that the resistance for entecavir and tenofovir scenarios stays low as recent studies report. After the third year of treatment tenofovir resistance is assumed to be the same as entecavir. We took different time points to assess the outcomes for pegylated interferon and nucleos(t)ide analogues. For the Peg-IFN scenario we assumed that the non-responders continued with long-term tenofovir treatment both in HBeAg-positive and negative patients. For the road map concept the annual resistance of 2 % estimate was derived from the GLOBE telbivudine versus lamivudine trial [43] . [45] . A wide range of agespecific health state utilities are obtained from a multinational study on chronic hepatitis B [46] . Table 3 contains The cost-effectiveness of treating CHB patients 667 the specific cost and utility estimates. All costs and utilities were discounted at a rate of 3 % per year [47] .
Outcomes
By applying the Markov cohort analysis, the cumulative mortality, and the cumulative probability of developing cirrhosis, decompensated cirrhosis, HCC, and getting a liver transplant were quantified for a 20-year time period. We measured costs (2010 Euro and Turkish Lira), quality adjusted life years (QALYs), and the incremental costeffectiveness ratio (ICER), to determine the additional cost to obtain one QALY. The guidelines of economic submission to the BMJ was used for this cost-effectiveness analysis [48] .
Sensitivity analysis
To study the effect of uncertainty of the robustness of our results, we performed a sensitivity analysis on the low and high ranges of the transition estimates in the natural history scenario (Table 1) . First, a so called best case scenario was assessed by applying the high range of achieving spontaneous virological response, and the low ranges for the estimates of disease progression. Second, a worst case scenario was assessed by applying the low rates for spontaneous virological response, and the high ranges for the disease progression estimates. We assume that after seroconversion occurs, patients are allowed a 6 month therapy, and NAs are discontinued. A recent publication suggests continuation of long-term nucleos(t)ide analogue treatment, irrespective of the occurrence of HBeAg seroconversion in HBeAg-positive patients. Following this recent finding, an alternative scenario was assessed where treatment was continued in HBeAg-positive patients.
In addition, we performed a Monte Carlo simulation assuming that all variables followed a triangular distribution, due to its continues distribution, with base case, low and high range of values. We simulated 10,000 trials and plotted the results on cost-effectiveness acceptability curve stratified by cost-effectiveness thresholds to determine which treatment to use under different budgetary restraints. Table 4 shows the total population of Turkey in 2009 with the age-specific prevalence of HBsAg. Around 3.2 million people (4.6 % of the total population) were estimated to be HBsAg carriers, with 22.6 % of them having HBeAgpositive CHB and 77.4 % having HBeAg-negative CHB. The total number of patients with active CHB was about 828,000 or 25 % of the total HBsAg-positive cohort, of which 57 % had HBeAg-positive and the rest HBeAgnegative CHB. The proportion that had cirrhosis in the active CHB cohort was 13 %.
Results
Cohort
Mortality and morbidity in the active CHB cohort
The estimated age-specific CHB burden in a 20-year follow up is shown in Table 5 for the natural history scenario. If the cohort of 828,347 individuals remains untreated, it is estimated that 256,788 (31 %) will die due to liver related complications. Within a 20-year period, 11 % will have developed decompensated cirrhosis, 12 % HCC and 6 % 
Impact of antiviral treatment on burden of disease
Treating the cohort with lamivudine monotherapy will decrease the mortality from 256,787 (31 %) to 124,253 (15 %) of cases, and when salvage therapy without delay is applied once patients become resistant to lamivudine, mortality will further decrease to 49,700 (6 %) cases. With the Peg-IFN (followed by tenofovir) strategy mortality will be reduced to 82,834 (10 %) cases. Treating the same patients with entecavir or tenefovir monotherapy will decrease the mortality to 41,417 liver related deaths (5 %).
Cost-effectiveness
A plot of the outcomes of the various strategies on the costeffectiveness plane according to HBeAg and disease status is shown in Fig. 1 . The total costs, QALYs gained, incremental QALYs, incremental costs and ICERs for each scenario are presented in Table 6 .
Chronic hepatitis (non-cirrhosis)
The increasing health gain achieved over a period of 20 years for both HBeAg-positive and -negative patients has been assessed for lamivudine, the roadmap concept (for HBeAg-negative only), adefovir salvage, tenofovir salvage, pegylated interferon (followed by tenofovir), entecavir and tenofovir therapy strategies. The natural history (no-treatment) strategy resulted in 14 and 9.3 QALYs and total discounted 20-year CHB related healthcare costs of 25,781 TL (€12,826) and 48,198 TL (€23,979) for the HBeAg-positive and negative cohort, respectively.
Both tenofovir and entecavir had equal incremental QALYs; however, entecavir compared to tenofovir, in a 20 year follow up period was 11,252 TL (€5,598) and 52,159 TL (€25,949) more expensive in HBeAg-positive and negative patients, respectively. The incremental costeffectiveness ratio (ICER) of tenofovir versus no treatment was 638 TL (€318) and 15,573 TL (€7,747) for HBeAgpositive and negative patients, respectively.
CHB (cirrhosis)
The no-treatment strategy resulted in 6.2 QALYs and total healthcare costs of 104,859 TL (€52,168) and 93,954 TL (€46,743) for the cirrhotic HBeAg-positive and negative (3) cohort, respectively. The lowest ICER was achieved with the tenofovir scenario versus no treatment which was 5,328 TL (€2,650) and 6,609 TL (€3,288) in the HBeAg-positive and negative cohort, respectively.
Sensitivity analysis
The sensitivity analysis for the natural history scenario shows that, in comparison with the base case, in which the mortality of the active CHB cohort is 31 %, the mortality ranges from 17 % in the best case scenario to 42 % in the worst case scenario. When assessed by subgroups, in the worst case scenario, mortality ranges from 4 to 28 % for HBeAg-positive chronic hepatitis, from 8 to 35 % for HBeAg-negative chronic hepatitis, and from 62 to 91 % for cirrhosis independent of HBeAg status. The ICER outcomes analysed when antiviral therapy were continued irrespective of HBeAg-seroconversion, varied according to the therapy chosen. Tenofovir and entecavir monotherapy had an ICER of 22,100 TL (€11,000) and 36,800 TL (€18,000), respectively. The ICER for lamivudine monotherapy, lamivudine/adefovir salvage and lamivudine/tenofovir salvage were, 56,200 TL (€27,900), 51,200 TL (€25,400) and 26,200 TL (€13,000), respectively. Pegylated interferon (followed by tenofovir) had an ICER of 27,600 TL (€13,700).
The World Health Organization defines the threshold value for intervention cost-effectiveness as three times the gross national income (GNI) of a country. The threshold value for Turkey is 47,280 TL (€20,124) [49] . The probabilistic sensitivity analysis indicated that the no-treatment strategy was preferred at cost-effectiveness thresholds less than approximately 30,000 TL (€14,925) per QALY, and tenofovir had the highest probability of being optimal above this threshold (Fig. 2) for the HBeAg-positive (noncirrhosis) patients. For the HBeAg-negative (non-cirrhosis) patients, tenofovir had the highest probability of being optimal above 30,000 TL (€14,925) per QALY.
For the HBeAg-positive cirrhotic patients, at a 15,000 TL (€7,462) per QALY threshold, tenofovir had the greatest net health benefit in 34 % of the simulations, and pegylated Interferon (followed by tenofovir) in 10 % of the simulations. In HBeAg-negative cirrhotic patients, tenofovir had a net health benefit of 46 % and pegylated interferon (followed by tenofovir) 14 % at a 15,000 TL (€7,462) per QALY threshold.
Program costs for treating eligible patients
In addition to the cost and QALY gained per patient, we calculated the total program costs if the active CHB patients are identified and treated with the most cost- (Table 5 ) are treated, it will cost about 4.6 billion TL (€2.3 billion) annually, if not treated the total costs are tripled due to progression to liver failure and the high costs of medical treatment (hospitalization) and the need for liver transplantation.
Discussion
In a country where the estimated number of HBsAg-positive cases is more than 3.2 million, the total amount of treatment eligible patients, which was quantified through population data and the large patient database constructed for this study, is 828,000, and of these, around 108,000 are patients with liver cirrhosis. If these eligible patients are not identified and treated, about 12,800 deaths are expected to occur each year due to liver related complications, leading to a cumulative number of 256,788 (31 %) in 20 years. The number of liver transplant patients in Turkey is 400-500 per year and this treatment is covered by the health insurance [50] . If we would modestly assume that 50 % of liver transplantations are due to HBV, there will be a total of about 4,000 liver transplantations that will take place in 20 years, while the demand will be around 49,000, according to our estimates. On top of all the life years lost, and more severe treatment options such as liver transplantation are needed, the 20-year cumulative medical management cost of an untreated active HBeAg-positive and HBeAg-negative CHB (no-cirrhosis) patient will be 25,781 TL (€12,800), and 48,198 TL (€23,900), respectively. If the estimated active CHB cohort is identified and treated with the most cost-effective drug, liver related mortality and morbidity can be reduced by almost 80 %. Comparing treatment scenarios to the no antiviral treatment scenario in all the sub-cohorts, the tenofovir strategy was the most cost-effective. The ICER for HBeAgpositive and negative CHB (non-cirrhosis), and HBeAgpositive and negative cirrhosis was 638 TL (€306), 15,573 TL (€7,800), 5,300 TL (€2,600), and 6,609 TL (€3,300), respectively. Both entecavir and tenofovir, compared to the do nothing scenario, had the same amount of health gain. A recent systematic review and Bayesian metaanalysis concludes that in the first year of treatment for CHB, tenofovir and entecavir are the most potent oral antiviral agents for HBeAg-positive patients, while for HBeAg-negative patients tenofovir is most effective [51] . According to net sold medication counts per year in Turkey, it was calculated that no more than 10 % of active CHB patients receive antiviral treatment [52] , indicating a massive shortcoming in providing eligible patients with life prolonged and even life saving treatments. At individual level the association of disease progression with increased cost of disease management suggests that measures to prevent or delay progression of CHB related liver diseases will be economically beneficial. At population level, however, the impact of therapy on the overall number of people with chronic infection will remain limited as long as the majority of infected patients will not receive treatment due to lack of recourse for optimal treatment. The future public health burden of chronic hepatitis B could potentially be reduced by antiviral treatment [53] . The recommendations by the Turkish Association for the Study of the Liver (TASL) [52] to treat eligible patients are in line with the European Association for the Study of the Liver [2] criteria, except that liver biopsy evidence is always required to start treatment in patients with no established cirrhosis. Almost all patients are reimbursed for treatment of viral hepatitis through the national insurance system in Turkey. A new modification issued in 2009 by the department within Turkish Health Authorities responsible for reimbursement decisions, states that lamivudine should be the first line therapy in all patients with viral load lower than 10 7 copies/mL. This is largely due to the low costs of lamivudine and to the recent data about on-treatment monitoring approach, using serum HBV DNA level as a predictor for efficacy and drug resistance. We assessed whether this scenario (roadmap concept) was cost-effective in an HBeAg-negative non-cirrhotic patients group, since sufficient data were available for this sub-group. The ICERs of both scenarios, roadmap concept [15,829 TL (€7,875)] and tenofovir monotherapy [15,573 TL (€7,747)], were equal. Although eight healthy life years were gained by tenofovir monotherapy while this was only three healthy life years gained for the roadmap concept scenario.
According to our outcomes, the roadmap concept could be an alternative strategy to consider for a country with a large HBeAg-negative disease, where tenofovir is not available. This scenario could also be suggested in resource poor settings, since the cumulative costs to treat are less compared to tenofovir monotherapy. Various studies have examined the cost-effectiveness of antiviral therapy for CHB and have concluded that treatment is cost-effective versus no treatment [10, 15, [54] [55] [56] . Kanwal et al. [10] found that lamivudine monotherapy strategy was more expensive and less effective than treatment with interferon or salvaged by adefovir. According to our analysis, lamivudine monotherapy was less effective as well, but was not more expensive compared to other treatment strategies. This can be explained by the fact that more than 5 years have elapsed between both studies during which the price of lamivudine has decreased. Buti et al. [57] concludes that first-line treatment with tenofovir is cost-effective for both HBeAg-positive and negative patients, in comparison to other antivirals. They also conclude that tenofovir was more effective than entecavir, which is in contrast to our results for which the efficacy equality was equal for both drugs.
A country with similar patient characteristics and health care system may benefit from our scenario analysis and outcomes related to the burden of disease. Considering the economic affordability in different countries, the costeffectiveness thresholds may be different. It may be that in a country where the threshold is high, a more expensive but effective drug is cost-effective, while this might not be the case for this same drug in a country with a lower costeffectiveness threshold. A review study by Barbieri et al. [58] on the generalizability of cost-effectiveness studies concludes that the differences in cost-effectiveness results between countries are not systematic, which makes inferences from one country to another difficult.
A limitation of our study is that we used simplified assumptions (e.g., we did not consider coinfection with other viruses or toxins such as alcohol that will accelerate progression), and we assumed the cohort to be static, so there were no new cases added to the cohort. Also, the assumption that the development of resistance both with entecavir and tenofovir for the coming 20 years will stay at 0-1 % per year may underestimate what will happen as longer term data are collected. We took a rather conservative approach by only including high HBV DNA and ALT [2 9 ULN. If, like in the guidelines, we had taken elevated ALT levels but starting at 1 9 ULN, the number of eligible patients would have increased. Another factor that surely plays an important role in the estimation of eligible patients is the inclusion of data from tertiary centres. In Turkey, data on viral hepatitis are collected at the provincial health directorate, but only for acute (incident) cases. Thus, the data on CHB patients is derived from clinical settings, of which not all patients coming to the hospital have active disease. Some patients are detected during the diagnostic process for other diseases and referred to the hepatology department. We conclude that the cohort data from Turkey are, therefore, likely to be biased towards more active CHB cases, which could mean that the number of eligible patients might be an overestimation. One way to account for this bias would be to implement new information systems and registries to facilitate the notification, counseling, and medical management of persons with CHB infections in countries with intermediate or high endemicity. Any attempt to predict the future is likely to be biased. Therefore, our projections and estimates regarding future treatment rates and liver-related deaths are only intended to provide a crude overview of the public health impact of antiviral therapy.
Identification of chronic hepatitis B infected individuals is essential to ensure that infected persons receive necessary care to prevent or delay onset of significant liver disease and services to prevent transmission to others. Achieving identification could be done by monitoring inactive cases annually, as is recommended in the guidelines. Antenatal screening should be routinely performs, and new information systems and registries should be implemented to facilitate the notification, counselling, and medical management of persons with chronic HBV infection in countries with intermediate and high endemicity. Given the substantial mortality and morbidity attributable to HBV related chronic liver diseases, the control of progression to cirrhosis, decompensated cirrhosis and liver cancer will continue to be an important public health priority. Third generation drugs, such as entecavir and tenofovir, with high effectiveness and low resistance profiles, should be made more affordable to help people with active chronic hepatitis B lead healthier lives.
